Executive Summary
The concept of accountability is increasingly important in the family planning (FP) and reproductive health (RH) field. While much recent discussion has focused on developing global or national-level mechanisms for accountability, less emphasis has been placed on understanding the relevance of 'social accountability' approaches for ensuring access to, and the quality of, FP/RH services. Social accountability refers to the efforts of citizens and civil society to scrutinize and hold duty bearers (politicians, government officials, and service providers) to account for providing promised services, actions most often at the sub-national or community level. In the FP/RH field, this concept builds on a rich history of community involvement and civil society participation. This paper draws on the debates and emerging lessons of the social accountability field to better understand its potential for improving FP/RH programs. It synthesizes the literature across a variety of sectors including the health sector, and on broad review papers as well as individual studies related to FP/RH programs.
Overall, it finds the field of social accountability to be a dynamic one, with a variety of initiatives and interventions across different levels and contexts. It identifies nine different types of social accountability interventions employed in a variety of settings, but notes that the evidence base on their effectiveness and impact remains weak. Despite these gaps, the literature indicates a growing consensus on the important elements of these activities, stressing the need for a clearly articulated theory of change, an understanding of how context affects such socially-embedded interventions, clear linkages to redress and remedy mechanisms, and the presence of a set of core environmental factors that enable the implementation of such complex interventions.
Looking specifically at the FP/RH literature, the types of social accountability interventions most frequently applied focused on some form of community monitoring of health facilities. While these types of interventions were shown to have great potential for increasing FP/RH service quality and access, questions remain about how and when social accountability interventions can best be employed. One important question is how to maintain a client's right to privacy while implementing a social accountability initiative within the public sphere. As with the general literature on social accountability, however, evidence of program impact or effectiveness is generally limited. Yet, the picture of social accountability initiatives in the literature is most likely incomplete, as the published evidence does not capture the range of activities in the field.
Introduction
Over the last decade, the concept of accountability has received increased attention in the development dialogue, particularly regarding aid effectiveness. At its most basic, accountability entails:
…the duty to provide an account (by no means necessarily a financial account) or reckoning of those actions for which one is held responsible. This accountability involves two responsibilities or duties: the responsibility to undertake certain actions (or forebear from taking these actions), and the responsibility to account for those actions (Cronin and O'Regan 2002, p. viii) .
Many have argued that limited effectiveness of state accountability has undermined the achievement of development goals (McGee and Gaventa 2011; World Development Report 2004; Ringold et al. 2012) . This is especially important in an era of scarce resources and austerity measures in donor countries. A key donor in the field, the United Kingdom's Department for International Development (DFID), has explicitly recognized the link between accountability and impact, stating, "in order to make every penny count and increase the reach of development initiatives, we have to ensure that officials are accountable for their commitments and the poorest people are able to access available opportunities, resources and services" (Department for International Development 2011, p.1).
Building on a history of community participation in family planning and a focus on civil society participation in partnership with governments that grew out of the 1994 International Conference on Population and Development (ICPD), the concept of accountability is important in the family planning (FP) and reproductive health (RH) fields. It is a central pillar of the FP2020 movement, which aims to galvanize the global community around the goal of reaching an additional 120 million women and girls with contraceptive information and services by 2020. To support this goal, both donor and aid recipient governments have made ambitious commitments to improve access to FP in 69 focus countries in Africa and Asia. The FP2020 movement is now grappling with strategies to ensure commitment-makers are held to account on their public promises and is developing a range of approaches to measure change at both the national and global levels.
Other global initiatives that include FP/RH have also developed accountability measures to track progress against goals, most of which include tracking basic national indicators on service coverage or spending. These include the United Nations Secretary General's Every Women Every Child Initiative, the United Nations Commission on Life-Saving Commodities, and the Ouagadougou Partnership. (Hardee et al. 2014; WHO 2014) .
While much discussion in the FP/RH field has focused on developing global or national mechanisms for accountability, less emphasis has been placed on exploring the relevance of 'social accountability' approaches for ensuring accessible and quality FP/RH services. Social accountability refers to the efforts of citizens and civil society to scrutinize and hold duty bearers (politicians, government officials, and service providers) to account for providing promised services, actions that most often take place at the sub-national or community level. Social accountability is premised on the assumption that increased citizen engagement will force public officials to act on their commitments. Social accountability interventions reportedly have the potential for addressing the misuse of public funds, issues around staff vacancies, poor infrastructure, and ensuring that resources meet legal requirements, professional standards and societal values (Brinkerhoff 2004 ). Health policy is increasingly focusing on social accountability as a means for improving quality and increasing uptake of services (Brinkerhoff 2004; George 2007; Murthy and Klugman 2004) . While this approach may hold promise for contributing to equitable, rights-based access to quality FP/RH services, significant gaps remain in the evidence base on the effectiveness of social accountability in general, and specifically FP/RH. This paper draws on the debates and emerging lessons of the social accountability field to better understand its potential for improving FP/RH programs. It synthesizes the literature across a variety of sectors, including the health sector, for review papers as well as individual studies.
The paper is organized in four sections. The first section presents the methodology used in this literature review. The second section describes the literature on social accountability across different sectors to identify the strengths and shortcomings of current approaches. The third section examines social accountability, specifically for FP/RH, looking both at global trends in FP/RH accountability and specific programming examples. The fourth section offers conclusions on social accountability for FP/RH efforts based on the literature reviewed to date.
Methodology and Search Strategy
This synthesis draws on the literature on social accountability broadly and on social accountability related to FP/RH programs more specifically. It is informed by a realist review approach, which is useful in understanding the elements of complex interventions such as social accountability. Realist reviews work to develop a theoretical framework for analyzing empirical evidence and are guided by the question "What works for whom in what circumstances and in what respects?" (Pawson et al. 2005) . While the process of selecting literature for a realist review follows a set of widely-accepted principles, it is also iterative and dynamic. As such, the search strategies described evolved throughout the search process and additional literature was added as necessary.
To begin the process of identifying and compiling the relevant literature from the peer-reviewed and 'grey' literature, key searchable words were chosen that related to social accountability across different sectors. These terms were entered in a range of different search engines, including PubMed/Medline, POPLINE, ScienceDirect, and the World Wide Web via Google. This literature search strategy also built on an existing review, "Civil Society and Social Accountability," by the USAID-funded Health Policy Project to define and describe tools for social accountability currently used in the field.
This search yielded a total of 2,663 references for initial review. The titles of the documents were then examined, and 658 articles were identified that best matched the aims and focus of this review paper. These 658 references were grouped into five categories, shown in Table 1 . From the literature, 1 we identified 12 review papers from the "Other Health" and "Other General" categories that we included in our analysis: Agarwal et al. 2009; Holland et al. 2009; Joshi 2010; Malena et al. 2004; McGee and Gaventa 2011; Menocal and Sharma 2008; Molyneux 2012; O'Neill et al. 2007; O'Meally 2013; Ringold et al. 2012; Fox 2014; and Hoffman 2014 . These reviews were assessed to identify common trends and thinking in social accountability in general that would frame the review of the literature specific to FP/RH. We found one review (Freedman and Schaff, 2013) focused on accountability in the FP/RH sector. In a few instances we went back to the original papers that were cited by the review papers.
The 386 papers categorized as FP or RH (not including FP) were reviewed. They included case studies, toolkits, guidance documents, calls to action, and theoretical frameworks pertaining to social accountability. Of these, 16 case studies were selected for further analysis. In total, this synthesis draws on 13 review papers and 16 FP/RH case studies.
Social Accountability Across Sectors
In 2010 DFID, as part of the Transparency and Accountability Initiative, 2 commissioned the Institute of Development Studies to research the impact and effectiveness of social accountability. The study found almost no 'meta-literature' on accountability's impact and effectiveness, and any existing work was variable and scattered. It also concluded that the existing literature was largely theoretical, replete with under-specified assumptions about inputs and outcomes, and with few studies of impact. The chain of causation from increasing citizen awareness to resulting change was difficult to track and measure (McGee and Gaventa 2011).
In the short period since the DFID study's publication, there has been much new work on social accountability. This paper builds on that review and incorporates more recent literature in the field, with specific emphasis on social accountability efforts in the health sector. While there are still important evidence gaps on social accountability, there is general agreement on the factors underpinning successful social accountability efforts. These factors can provide a basis for developing and assessing FP/RH accountability initiatives.
WHAT IS SOCIAL ACCOUNTABILITY?
Definitions of social accountability vary, yet they all focus on citizens holding actors accountable. They include:
 "The process of holding actors responsible for their actions. More specifically, it is the concept that individuals, agencies and organizations (public, private and civil society) are held responsible for executing their powers according to a certain standard (whether set mutually or not)" (McGee and Gaventa 2011, p. 2).
 "A set of tools that citizens can use to influence the quality of service delivery by holding providers accountable" (Ringold et al. 2012, p. 7) .
 "The ability of citizens, civil society and the private sector to scrutinize public institutions and governments and to hold them to account" (Holland et al. 2009, p. 4) .
 "Strategies [that] try to improve public sector performance by bolstering both citizen engagement and government responsiveness" (Fox 2014) .
Considering these definitions, social accountability can be defined as the efforts of citizens and civil society to collect and scrutinize relevant information and use this information to hold duty bearers (i.e., politicians, government officials, and/or service providers) to account for delivering promised services at the community level. Social accountability interventions aim to strengthen the agency of citizens, both individually and collectively, in holding actors accountable.
This definition implies that the state has a responsibility or obligation to respond in some way to citizen demands. State responses can range from duty bearers answering questions raised (answerability) to sanctions for failing to answer accountability claims (enforcement) (Goetz and Jenkins 2002) . According to Molyneux et al. (2012, p. 542 ) "responsiveness can be defined as changes made to the health system on the basis of ideas or concerns raised by, or with, community members through formally introduced decision-making mechanisms."
McGee and Gaventa (2011) summarize three typical outcomes from social accountability interventions:
 Democratic outcomes: more informed, organized, and systematic engagement between citizens and the state.

Developmental outcomes: more effective service delivery and public sector performance.
Empowerment outcomes: increased or improved means to increase and aggregate the voice of the disengaged and vulnerable groups. Ringold et al. (2012) highlight the theory of change in reaching these outcomes: "If citizens have access to information about their rights and the type and quality of services that they should expect, and if they have opportunities to use this information to affect the behavior of providers and the decisions of policy makers, they can influence service delivery." They also highlight the key assumptions of this approach, that people are able to and willing to use information about services and that policymakers or providers are responsive to them.
Brinkerhoff (2004) reminds us that although social accountability may seem straightforward, it is highly complex and requires conceptual and analytical clarity. In the literature there are several ways of thinking about accountability (see Fox 2014):
 Vertical/horizontal: Vertical accountability is the relationship between voters and elected representatives such as village health committees or patient committees. Horizontal accountability relationships are the mutual oversight of institutional checks and balances that include public administration and reporting systems, audit institutions, and the judicial system.  'Short'/ 'long' route: A distinction is made between 'long route accountability', in which citizens influence policy makers that shape services, or a 'short route' whereby citizens directly influence services providers. Thus, citizens or users of services may influence (1) policy makers via votes, taxes, and parliament or (2) providers via client power, associations, and grievance committees.
 'Supply'/'Demand': Society-led demand for 'good governance' is distinguished from government led 'supply-side' reforms.
Overall, while there are some consistent elements, there is no commonly accepted definition of social accountability in the literature. It varies in terms of the how the process is articulated, whether it occurs upstream or downstream in the policy process, what outcomes are envisioned, and so on. As a result of this "terminological looseness" (Holland et al. 2009 ), some have found it difficult to draw generalizable conclusions on the impact and effectiveness of social accountability interventions (Ringold et al. 2012 ).
SOCIAL ACCOUNTABILITY IN THE HEALTH SECTOR
In recent years, social accountability has been seen as one of many ways to strengthen health systems, which are often one of the largest categories of public expenditure. Social accountability interventions are considered particularly useful in reducing the misuse of public resources (corruption), staff vacancies, poor infrastructure (George 2003) , and ensuring that resources are used according to legal procedures, professional standards, and societal values (Brinkerhoff 2004) . Health policy, therefore, increasingly focuses on social accountability as a means of improving quality of services and increasing the uptake of services, using such mechanisms as consumer charters, hospital boards, or village health committees (Brinkerhoff 2004; George 2007; Murthy and Klugman 2004) . While some of these approaches may be new, direct community engagement has long been seen as part of good health service delivery.
Social accountability in health care is unique in that it happens within the context of health systems, which are a complex network of connected stakeholders with varying degrees of influence at different points in the service delivery process. These stakeholders may include health ministers, insurance agencies, public and private providers, legislatures, finance ministries, regulatory agencies, and health boards (Brinkerhoff 2004; Joshi 2013; Ringold et al. 2012) . As a result, social accountability in the health sector can be seen as taking place at two levels (Brinkerhoff 2004; Joshi 2013) :
Where policy decisions and institutional arrangements affect how human and financial resources are allocated and used.

Service level: Where the interface between the infrastructure, client, and provider determines the quality of services provided to the client.
TYPES OF SOCIAL ACCOUNTABILITY INTERVENTIONS
Social accountability interventions take many forms. While they are conceptually linked by the set of assumptions discussed earlier, specific interventions differ significantly in form and scope, ranging from participatory mechanisms such as client charters and participatory budgeting to watchdog functions such as scorecards. Appendix 1 provides a detailed overview of the different approaches to promoting social accountability. These approaches are not mutually exclusive, and are often combined in a suite of complementary and interconnected activities. These approaches are summarized below:
 Participatory budgeting allows citizens direct participation in all phases of the budget cycle: formulation, decision making, and monitoring of budget execution. This is intended to increase citizens' voices in the budgeting process, increase transparency, and improve targeting of public spending. Goldfrank (2006) documents the use of participatory budgeting in Brazil, where it was first used to successfully improve transparency, increase direct citizen participation, and redistribute financial resources. In other countries such as Bolivia, Guatemala, Nicaragua, and Peru, however, participatory budgeting has had mixed effects due to a range of factors including whether there are municipal revenues to invest in public works or whether there is a tradition of participation by and cooperation within local civil society, to name a few.

Public expenditure tracking (PET) involves civil society in monitoring budget execution by tracking flows of public resources for provision of public services and goods. PET is a good diagnostic tool to identify problems, such as leakages of funds or goods, or problems with service delivery, such as staff absenteeism. Sundet's (2008) review of PET's application to educational grants from central government to local schools in Uganda showed impressive results. In 1995, only 26 percent of the cash intended for primary schools made it to its destination whereas in 2002, after regular expenditure tracking, 80 percent of funds transferred to schools from the central government were received.
Citizen report cards are participatory surveys that solicit user feedback on public service performance. Reports cards are useful for assessing service performance to improve quality, accessibility, and relevance of services, and reduce leakages and corruption. In Bangalore, Ravindra (2004) found that the use of citizen report cards to assess users' satisfaction with service performance increased public awareness of the quality of services and stimulated demand for better services.
 Social audits engage citizens, service users, or civil society organizations in collecting and publicly sharing information on available resources allocated for service delivery and public works.
 Community scorecards, a process of community-based monitoring, combine social audits and citizen report cards. Scorecards compile information on the demand side (user perspectives) and the supply side (service provider perspectives) of a particular service, and the data are then reviewed by all parties in an 'interface meeting' to allow for immediate feedback and action plan development. Dufils (2010) describes how a community scorecard, or "local governance barometer," in Madagascar was used to successfully identify blockages in program implementation and include all parties in designing a practical approach for addressing the blockages.
Citizen charters articulate guidelines for the client and provider relationship, providing detail on what standards a client can expect and demand. Charters aim to raise awareness about service standards and client entitlements, and share the expectations and standards that providers agree to uphold.
Health committees involve civil society and government working together in an institutionalized oversight body to improve health system effectiveness. Health committee structures aim to ensure community participation in decision-making. Loewenson et al. (2004) assessed the impact of Health Center Committees on service performance and found that clinics with health committees, on average, had more staff, higher budget allocations, greater drug availability, and better health statistics.
Information sharing or campaigns are efforts usually led by civil society organizations to inform citizens and duty bearers about citizens' rights to services and quality performance standards. These campaigns are intended to increase awareness of services and benefits, service provider performance, and efforts to tackle corruption and fraud. Reinikka and Svensson (2011) describe how a newspaper campaign in Uganda targeting corruption in public education reduced misuse of public education funds and contributed to a positive effect on enrollment and student learning.
Complaint mechanisms are formal channels to express dissatisfaction with a service and demand redress. Submitting complaints to a suggestion box or an ombudsman are examples of complaint mechanisms. Maru (2010) found, in many cases, social accountability interventions failed to have a positive impact because of a distinct lack of formal complaint mechanisms and redress.
There has been a recent shift from focusing on specific social accountability interventions, such as report cards or social audits, to looking at the strategic steps required for a desired change. Several authors suggest that social accountability should be thought of as a change process with citizen engagement and action to elicit a state response instead (Fox 2014; Joshi 2013; Tembo 2013) . In his review of social accountability interventions, Fox (2014) confirms that interventions which employed a strategic planning process had more positive outcomes than those that focused solely on tools. However, as the following discussion on theories of change illustrates, more effort is needed to articulate and document the implicit assumptions and steps that underpin this process.
WHAT IS THE EVIDENCE ON EFFECTIVENESS AND IMPACT?
While there are some encouraging examples in the literature about the value of social accountability interventions, overall the existing body of evidence about its effectiveness and impact is weak, incomparable, and inconclusive at best (Fox 2014; Holland et al. 2009; McGee and Gaventa 2011) . Several reviews conclude that donors' expectations of accountability's impact are unreasonably high and not matched by the evidence (McGee and Gaventa 2011; Menocal and Sharma 2008; Molyneux et al. 2012; Ringold et al. 2012) . This is widely attributed to methodological challenges in evaluating interventions rather than inherent failures in the approach of social accountability. Joshi (2013, p. 28) succinctly expresses these concerns:
Current social accountability practice has been racing ahead of clear evidence of impact. The paucity of studies of impact (although increasing rapidly), the fragmentation of the data points, the lack of comparative evidence, the need for studies using mixed methods all have contributed to a situation where there is a strong normative belief in citizen-led accountability without a clear understanding of the conditions under which it can have impact.
The lack of a rigorous body of evidence establishing a clear link between increased access and use of information, citizens' actions, and state responses can be attributed to a range of factors:  When they are stated clearly, the focus tends to be on short-or medium term goals achievable in the project cycle, and not on tracking the longer term impact that may occur after the project has ended (Holland et al. 2009 ).

A range of methods are used to study social accountability, including randomized control trials (RCTs), case studies, and participatory evaluations. The diversity of methodologies used in social accountability research makes it difficult to compare studies and draw general observations.
Some methodologies may not be appropriate for assessing the impacts of social accountability interventions. Fox (2014) offers a critique of the evidence provided by RCTs, noting these studies intentionally unbundle complex and interrelated interventions to isolate effects.
The studies tend to be descriptive with limited use of counterfactuals that can help demonstrate the relative effect of an intervention. Several efforts are now underway to address this gap (Ringold et al. 2012 ).
These challenges also affect the quality of evidence available on social accountability interventions to improve health and other services (Joshi 2012; Ringold et al. 2012) . A few studies, like Bjorkman and Svenssen (2009) , document clear outcomes: They conducted a RCT to test the effects of strengthening the relationship between health service providers and citizens to improve health care access and quality. This intervention compared community monitoring with report cards in 50 rural health facilities; after the first year, use of services, on average, was 16 percent higher in facilities where report cards were used. The bulk of evidence on social accountability in health is inconclusive, however (Brucker et al. 2011; Brinkerhoff 2004; Murthy and Klugman 2004; Ringold et al. 2012) . Most studies document pilot projects and use research designs that are not able to attribute outcomes to specific interventions.
WHAT ARE IMPORTANT ELEMENTS OF SOCIAL ACCOUNTABILITY INTERVENTIONS?
Despite limited evidence on the impact of social accountability interventions, there is a growing consensus on the important elements of these activities. Based on the literature, five important conditions can be identified that are central to implementing effective social accountability efforts.
A clearly articulated theory of change Joshi (2012) states that studies of social accountability are often clear on inputs and on the expected results, but their intermediate steps are vague at best. The standard formulation of how social accountability interventions affect change is:
 Greater information and transparency leads to greater awareness among citizens.

Greater awareness leads to increased citizen engagement and empowerment leading citizens to take action.
Action by citizens prompts decision-makers to react to increased scrutiny due to a sense of moral obligation or fear of reputational risk (Holland et al. 2009 ; McGee and Gaventa 2011).
Many implicit assumptions in this modeling require further interrogation. Do citizens have the capacity to effectively communicate demands to officials? Do service providers have the authority to make changes once a problem is identified? Do decision-makers have the resources to address citizen concerns?
Throughout the literature, there is a consensus about moving away from linear modeling toward a 'theory of change' when designing and measuring social accountability interventions (Holland et al. 2009; Joshi 2013; Ringold et al. 2012; Tembo 2013; Vogel 2012) . Given that social accountability processes are unpredictable and highly politicized, the authors argue that the focus should be on the cascade of assumptions and outcomes in the design, implementation, and evaluation of a social accountability intervention. Joshi (2013, p. 9) notes:
A theory of change /causal chain approach allows one to understand implicit assumptions underlying particular activities, the conditions that are enabling and constraining as well as the extent to which interventions travel through the causal chain and reach immediate objectives even if the final outcomes are not those expected.

Recognition that context matters
The literature indicates that political, legal, and social contexts in which social accountability interventions occur are variable, stakeholders are not homogenous, and official decision-makers may not be the real brokers in everyday life. As Holland et al. (2009, p. 10) note, "in reality, of course, we must recognize that these 'ideal types' of governance relationships are heavily mediated and constrained by political economy factors, including the way that institutions function, and the power and interests of the stakeholders involved."
It is critical to understand how context influences outcomes and what factors enable or constrain change. Informal contextual factors such as the 'everyday politics' of communities, should be examined to identify how local level incentives and actions affect the outcomes of social accountability interventions (Tembo 2013) . Formal contextual factors like the basic legal foundations (such as freedom of information acts, institutionalized citizen participation embedded in local government acts, institutionalized redress and grievance mechanisms) that protect and promote social accountability efforts should also be explored.
These contextual variables are further complicated in the health sector, as not all health delivery points are provided by governments or are in static settings. Private health care provision and mobile or peripheral service delivery mechanisms present challenges for social accountability interventions, as strategies for holding these providers accountable are less developed. Several methodologies have been identified for mapping relevant contextual factors as a first step in understanding this landscape, including outcome mapping, political economic analysis, and narratives of change (Joshi 2013; Tembo 2013 ).
Awareness of values, power relationships
An important assumption in the literature is that effective social accountability efforts first require changing individuals' attitudes and values, which then bring about changes in programs. To do this effectively, an essential element of social accountability programs is understanding the incentives and interests of different actors that drive change (Tembo 2013) . These relationships may be unequal, but they are fluid, with opportunities for negotiation (George 2003) .
The literature addressing health systems highlights specific asymmetries between providers, users, civil society groups, and oversight bodies with information, expertise, and access to services that make it difficult for citizens to assess providers' performances. The health system is characterized by formalized hierarchies and social norms-among service providers and between providers and clients-that affect behaviors, interests, and incentives. This may lead to a situation where citizens and clients are reluctant to challenge the authorities of providers (Murphy and Klugman 2004).
Linkages to redress and remedy mechanisms
The literature also indicates the importance of linking social accountability activities with official accountability mechanisms such as formal incentives and sanctions systems. Maru (2010) found, in many cases where social accountability failed to have a positive impact, there was a distinct lack of formal redress (also see Ringold et al. 2012) . Similarly, Fox (2014) points out that few accountability initiatives are coordinated with relevant official accountability mechanisms and governance reforms (investigative bodies, information access reforms, ombudsmen, legal cases, anti-corruption agencies, elections, and media). Yet, throughout the literature there is more focus on information (transparency) and empowerment (voice) components of accountability over actions and sanctions to ensure state responsiveness.
Brinkerhoff (2004) identifies a range of routes for enforcing accountability through regulatory frameworks (e.g. licensing and accreditating service providers), health care financing and payment schemes, quality assurance policies, market competition, and public exposure or negative publicity. In addition to these enforcement mechanisms, there needs to be sufficient implementation capacity, often an implicit assumption.
Effective sanctions are not exclusively the result of litigation but can include the use of formal channels to express dissatisfaction with a service and demand redress. These channels can include options offered through government agencies such as hotlines or complaint offices, and independent redress mechanisms outside formal government bureaucracy such as tribunals, ombudsmen, and the judicial system (Ringold et al. 2012) . Brinkerhoff (2004) also notes that enforcement is an essential element of incentivizing behavior, as "sanctions without enforcement significantly diminish accountability. Lack of enforcement and/or selective enforcement undermines citizens' confidence that government agencies are accountable and responsive, and contribute to the creation of a culture of impunity that can lead public officials to engage in corrupt practices" (373).
In the health sector, health policies create entitlements with a chain of responsibility for ensuring fulfillment. The legal system is the most commonly used system to address grievances (Ringold et al. 2012) . Although legal redress can be costly, time-consuming, and inaccessible to many, it is one critical tool for bringing justice and reparation to individuals and communities.
Presence of core enabling factors
Finally, the literature highlights the importance of enabling and disabling factors that underpin the effectiveness of social accountability interventions. Appendix 2 outlines the range of key enabling factors identified in the literature. The following four most frequently identified are:
 Citizens have access to relevant information: Citizens know their entitlements, have the ability to access information about specific commitments and services as well as information about the relevant decision making processes. This can be generally thought of as transparency.

Citizens have the capacity to use information: Once citizens have accessed the pertinent information they have the capacity to use information to support their demands.
The State has the capacity to respond to citizens' requests: Once citizens' demands are made, duty bearers have the interest and capacity (staff, resources, and remittance) to respond to citizens' requests.
Incentives and sanctions are in place to compel decision-makers to respond: This refers to the formal and institutionalized incentives and sanctions that compel duty bearers to act upon requests from citizens.
Social Accountability in the FP/RH Sector
There is growing interest and momentum around accountability initiatives in the FP/RH sector. In many cases, these activities are broader than social accountability (which tends to focus on the community or service delivery level), focusing instead on tracking the fulfillment of global and national policy and financial commitments. A number of innovative programs are also applying the principles of social accountability to the challenge of delivering rights-based, voluntary, high-quality FP/RH services. This section reviews these programs' experiences, drawing on current understanding of social accountability programs discussed earlier.
WHAT IS 'SOCIAL ACCOUNTABILITY' IN THE FP/RH SECTOR?
The term accountability is in vogue in the FP/RH field, and builds on a history of attention to community and civil society involvement that has spanned several decades. The promotion of community participation in public health efforts to achieve improvements in health and well-being dates to the 1978 Declaration of Alma-Ata, an outcome of the International Conference on Primary Health Care. Community-based FP programming emerged as part of this trend (Askew and Khan 1990; Population Council 2004) . Nearly two decades later, the International Conference on Population and Development (ICPD) contended that states should work with communities and their civil society representatives in enacting policy and designing and implementing programs to meet local needs, including RH needs (UNFPA 1994). Shortly thereafter, Catino (1999, p. 27) argued, "an informed and responsible public that demands quality sexual and reproductive health care, and holds governments and facilities accountable for providing it, is crucial for the effective reform of existing services."
More recent initiatives to improve aid effectiveness and promote country ownership are continuing to cast a light on the role of civil society in public health, including FP/RH (Dennis 2009; . Communities are now expected to engage in program planning, design, and implementation, both to ensure that local health needs are met and that governments perform as desired-creating a feedback loop whereby programs for which communities advocate are implemented and evaluated . The traditions of tracking funding allocations and monitoring service delivery systems and their quality of care provide important precedents for social accountability efforts.
Drawing on this tradition, currently a wide range of accountability initiatives are taking place at the global, national, and health systems levels. Many of these FP/RH initiatives are listed in Table 2 and fall into three broad categories: (1) those that track donor and government financial commitments, which includes tracking budget line item allocations; (2) those that track specific elements of program implementation at the national level, such as commodity security or key coverage or impact indicators; and (3) those that track service delivery outcomes within a particular health system. Drawing on the definition of social accountability presented earlier, this review considers the third category-tracking service delivery outcomes-as constituting social accountability initiatives within the FP/RH field. While this review focuses specifically on the category of social accountability activities that relate to tracking service delivery outcomes, it is useful to reflect on the links among the three categories of accountability activities. In their discussion of the different aims of accountability efforts in the FP/RH field, Freedman and Schaaf (2013) note that many global initiatives make the basic assumption that increased visibility will create necessary pressure on national decision-makers that lead them to enact desired policy, budgetary, or programmatic changes, yet they identify a large gap between global dialogue and action and its application at the local level. They argue that all global level activity has not yet translated into global improvements in local services, which remain limited, discriminatory, of insufficient quality, often with high rates of provider absenteeism, and commodity leakages in too many countries. As a result, social accountability efforts are also urgently needed to strengthen services at the local level.
Types of social accountability initiatives in FP/RH
This paper's literature searches found limited literature on specific social accountability activities in the FP/RH field. Sixteen articles were identified that addressed FP/RH-specific accountability activities, several of which involved multi-country initiatives. They represented geographically diverse populations, with experiences from Latin America, South Asia, and Africa. All studies included FP as a health service component that the interventions sought to improve, although many programs were framed as broader RH or maternal health activities. The bulk of these experiences were found in the grey literature and consisted primarily of project reports or other deliverables. These intervention studies are summarized in Appendix 3.
As noted in Section 2, nine types of accountability initiatives can be identified in the general literature on social accountability: participatory budgeting, public expenditure tracking, citizen report cards, social audits, community scorecards, citizen charters, health committees, information sharing or campaigns, and complaint mechanisms. The most common types of initiatives in the literature reviewed on FP/RH are: (Brucker et al. 2011; Papp et al. 2012) This range of approaches used in FP/RH social accountability initiatives may suggest these few are most suited to the FP/RH sector's unique needs, where quality of care is closely related to rights and choice. It may also suggest, given the recent emergence of social accountability initiatives for FP/RH, that these models are the first of many to be tested. Additional research is required to determine which types of accountability initiatives are most relevant to FP/RH programs, and when and how they are best implemented.
WHAT IS THE EVIDENCE ON EFFECTIVENESS AND IMPACT?
As with the general literature on social accountability, the body of evidence documenting the impact of these initiatives is underdeveloped and suffers from the same type of methodological challenges identified earlier, in which anticipated outcomes are not fully specified, counterfactuals are absent, and studies are not readily comparable. In many cases the content of social accountability interventions are not documented fully, especially in peer-reviewed publications, limiting the ability to draw lessons from different intervention types. Because much of the knowledge base is from the grey literature, often from program documentation and final reports, the quality and rigor of the data reported are variable. As a result, the impact and effectiveness of social accountability interventions for FP/RH has yet to be adequately demonstrated.
Nonetheless, some notable findings emerge from individual studies. Half of the case study papers reviewed report some demonstrable outcomes from their social accountability initiatives. For example: IPPF (2012) reported that budget analysis and advocacy activities by a consortium of national civil society partners increased funds for state implementation of adolescent sexual and reproductive health and rights policy. In 2011, an additional USD $7.8 million was allocated, with another USD $15.6 million allocated in 2013.

In Peru, CARE (2012) documented increased rates and timeliness of health seeking behaviors and decreased maternal deaths after four years of client charters for maternal rights.
In Nepal, Gryboski et al. (2006) saw an increase in women seeking antenatal care for first pregnancy in study settings with community scorecard activities, although contraceptive use did not notably improve.
Within five months of implementing the White Ribbon Alliance's social accountability program in Tanzania, HPITask Order 1 (2010) documented a 33 percent increase in staffing patterns at 24 intervention facilities.
DO FP/RH INTERVENTIONS INCLUDE THE IMPORTANT ELEMENTS OF SOCIAL ACCOUNTABILITY?
The literature on social accountability reviewed in Section 2 found, while evidence on overall effectiveness is limited, there is emerging consensus on the core elements of successful accountability interventions. A discussion of the relevance of these elements applied to FP/RH social accountability interventions aids better understanding of the strengths and gaps in the literature.
Clearly articulated theory of change
The literature presented in Section 2 argues for the importance of clearly articulating a theory of change underpinning basic assumptions. This element, however, is consistently missing in the FP/RH literature included in this review. None of the 16 papers provide precise details on their activities, the process through which reported changes occurred, or what factors influenced their conclusions. One clear recommendation for future programming and documentation efforts in the FP/RH sector is that all assumptions informing social accountability interventions should be explicitly articulated and evaluated.
Recognition that context matters
Most of the 16 case studies stress the importance of context in shaping social accountability outcomes, particularly the institutional context of the health system. The majority of studies emphasize the importance of decentralization, an increasingly prominent governance approach in low and middle income countries (Brucker et al. 2011; Corrêa et al. 2005; Parkes 2001 ). Ideally, decentralization should shift priority-setting closer to communities, yet many of these studies report how local governments lack the skills, authority, and resources to address identified service delivery constraints. This is an important constraint for FP/RH services, which require both technical knowledge and an understanding of rights-based approaches.
Another contextual issue identified in the literature is the variety of service delivery points through which FP/RH services are provided. Many interventions reviewed focus on improving public, facility-based service delivery. Freedman and Schaaf (2013) , however, note that the state is not the only FP/RH service provider and that social accountability frameworks need to explicitly include provisions for influencing non-state actors. This concern is especially relevant as the FP sector moves toward a "total market approach" that recognizes the roles of public, non-profit, and commercial service providers in expanding access to FP services. New research (and potentially new models) is needed to demonstrate the applicability of social accountability approaches across the market.
Awareness of values, power relationships
Power dynamics were frequently addressed in the literature on social accountability for FP/RH, with authors noting that significant power differentials exist between providers, decision-makers, and clients and that these dynamics may prevent clients from voicing their needs, priorities, and issues, undermining social accountability efforts (Care 2012 ; HPI-Task Order 1 2010; Gryboski et al. 2006; Goicolea et al. 2008; Subha et al. 2012) . Health workers and officials may be reluctant to admit weaknesses, and may become defensive and even enact reprisals ).
Other papers also note the need to protect marginalized clients' rights in social accountability initiatives (Subha et al. 2012) . FP/RH clients can be marginalized or excluded due to ethnicity, age, marital status, or location, and may be unable to represent their specific needs. Some papers recommended actions to counteract marginalization including disaggregating data so different groups' needs are represented as well as ensuring that their problems are focused on and validated (Goicolea et al. 2008; CARE 2011) .
Links to redress and remedy mechanisms
No paper addresses the issue of redress or remedy as part of FP/RH social accountability. There was little focus on incentives and sanctions to ensure responses from duty bearers. Instead, papers emphasize the need to collaborate and support service providers and local officials in place of a more adversarial approach that threatens sanctions and reputational risk (Brucker et al. 2011; Corrêa et al. 2005 ; HPI-Task Order 1 2010; Parkes 2001) .
Presence of core enabling factors
As with social accountability more broadly, an important factor identified in the papers on FP/RH is citizens' levels of awareness about their entitlements and of their capacity to use information. A common issue identified is the lack and quality of information (Brucker et al. 2011; Correa et al. 2005; HPITask Order 1 2010; Malajovich et al. 2012; Subha et al. 2012) . Much of the accountability information was fragmented, inaccessible, or simply does not exist. This is a perennial concern in the health sector, and one that social accountability initiatives will have to effectively grapple with to succeed.
Empowering and engaging clients are complemented by a focus on collaborating and supporting service providers and officials. Both parties are essential to the 'call and response' of social accountability. Several authors refer to the need to work closely with service providers and officials, by providing training, proposing realistic solutions, using anonymized data and coordinating with
Conclusions
This paper aims to consolidate and analyze the current literature on social accountability in different sectors to identify lessons that can be applied to the FP/RH sector. Overall, it finds the field of social accountability is a dynamic one, with a variety of initiatives and interventions at different levels and contexts, including the FP/RH field. Despite important gaps, the literature does convey the importance of the role social accountability interventions can likely play in improving service delivery, including FP/RH programming.
Looking specifically at the FP/RH literature, the picture of social accountability initiatives that emerges is incomplete, not capturing the range of activities currently underway in the field. The limited literature reviewed for this paper also does not provide clear evidence on the effectiveness of the different approaches documented, which is critical for advancing the field.
Drawing on the existing evidence base, overarching issues and observations relevant to the FP/RH sector emerge, as follows:
FP/RH SOCIAL ACCOUNTABILITY PROGRAMMING  More thinking is needed about whether social accountability for FP/RH differs from initiatives for broader health systems issues, and if so, how. It is critical to establish whether the field of FP/RH is so unique that it requires unique social accountability approaches. One answer may involve the cornerstones of quality FP/RH service provision-choice and voluntarism-and determining how they interact with the principles of transparency and state responsibility inherent in the social accountability paradigm.

More clarity is needed on how social accountability and rights-based work can complement one another, as the two are not interchangeable. The two approaches are not mutually exclusive, and can be complementary, yet it is critical not to assume that social accountability will necessarily be based on a rights-based approach.
There is a need to focus on bolstering state capacity to respond to service delivery shortcomings, either through incentives, sanctions, or links with official redress mechanisms. Social accountability requires enforcement 'teeth' to respond to questions about obligations as well as sanctions for failures and transgressions. Incentives and sanctions for providers and government officials in FP programs have a questionable past, however, sometimes associated with coercion and rights violations. The FP/RH field has to think very carefully about how they are applied and operationalized.
There is also a need to think more broadly about how the principles of social accountability can be applied outside the traditional health sector. FP/RH services are becoming more widely accessible in alterative service delivery channels such as drug shops, pharmacies, social franchises, and mobile service outlets. Ensuring quality of care with the new realities in FP/RH service delivery may require adaptations to existing approaches and tools of social accountability.
BUILDING THE EVIDENCE BASE

The evidence base on the effectiveness of social accountability initiatives in general, and those specifically focused on FP/RH, remains limited. Much of this is due to methodological limitations that compromise generalizable conclusions from the literature, and to address this more and better documentation, monitoring, and evaluation strategies are required. This does not necessarily imply the need for a standard methodological approach, such as RCTs, but does suggest the need for more rigor in articulating and evaluating such interventions.
In building the evidence base for what works in the FP/RH field, it would be expedient to focus on social accountability interventions with some track record in achieving positive outcomes, such as social audits, community monitoring, and health committees. Such interventions could benefit from an implementation science approach examining not only outcomes but their actual implementation strengths and shortcomings.
 An important element in ensuring better evaluation of social accountability initiatives is clearly articulating the assumptions of each intervention's theory of change. This is a challenge throughout the literature, and is especially pronounced in the documentation of FP/RH social accountability activities. Political will/receptiveness of service providers/officials/politicians to respond to citizens' request for an answer or solution to identified problem.
